Palliative Medicine
The specialty of palliative medicine started in the late 1980s with the recognition that controlling symptoms, including pain, was an important element in all chronic diseases regardless of the phase, be it stable, symptomatic, or final:
Stable or initial phase-The patient experiences few symptoms and longevity ranges from years to months, as with dementia or motor neuron disease. Symptomatic phase-This phase is characterized by a worsening of the underlying disease, associated with frequent symptoms and a survival of months to weeks. Final or terminal phase-This is the end-of-life phase, during which survival is measured in weeks to days and the control of symptoms is more difficult.
The World Health Organization defines palliative care as follows:
"Palliative care is an approach that improves the quality of life of patients and their families facing the problem associated with life-threatening illness, through the prevention and relief of suffering by means of early identification and impeccable assessment and treatment of pain and other problems, physical, psychosocial and spiritual." This care is not solely restricted to oncology and often treats other illnesses such as advanced heart and lung diseases, neurodegenerative disorders, and similar other chronic diseases that significantly impair quality of life. The use of an interprofessional team is critical in the management of all aspects of the patient and family care.
Portions 
Palliative Medicine Skills
Over the past several years, the question has been asked, "Are outpatient palliative medicine clinics becoming chronic disease management clinics?" The answer in today's environment is a definite yes. As defined by Declan Walsh at the Cleveland Clinic, 1 palliative medicine requires 7 specific skills:
1. Communication. This requires the collection and documentation of information. With multisystem illnesses and multiple providers, utilization of standardized templates in electronic medical records enhances the continuity of care especially when high risk patients need to be identified.
Decision
Making. This is based on effective communication allowing a strategic plan of care which is dynamic and can constantly be readjusted. The education and development of an advance directive and clarification of the resuscitation status simplifies treatment decisions such as unnecessary hospitalization and intensive care stays.
Management of Complications. Chronic diseases such
as cancer have a predictable disease course, whereas in other diseases such as congestive heart failure and chronic obstructive pulmonary disease, the course is often more erratic and unpredictable. The understanding of the natural history of these diseases and diseaserelated complications are important in the management of these patients. Thus the development of care pathways and symptom management guidelines is critical. 4. Symptom Control. Symptom control is more than just pain management and requires a coordinated interdisciplinary approach. As the disease progresses, symptoms become more complex and severe. Often in this setting, polypharmacy can be unrecognized leading to drug-related symptoms Palliative Medicine 5. Psychosocial Care. This often underappreciated care involves both the patient and family along with the staff caring for them. Good communication is necessary between the patient and family and staff to define an individualized plan of care and ensure their understanding of the plan. 6. Care of the Dying. Although Medicare hospice has been in the United States since 1982, 60% of Medicare eligible patients opt out of this benefit for a wide variety of reasons. Although most patients prefer to die at home, many do not. Therefore, a separate skill set is needed to carefully manage both the patient and family as the end nears. 7. Coordination of Care. With 20% of Medicare patients requiring readmission within 30 days for a different diagnosis in a third, 2 the need for coordination from hospital to home is necessary. Understanding that the transitional care module 3 will be helpful for this coordination, a more encompassing effort is necessary such that patients can transit not only from the hospital to home but also from the clinic to home and back.
In addition, pain and other symptoms in these patients are often not addressed. 2
Structure
Comprehensive coordinated, integrated palliative care may be provided in the following settings 1 : 
Comments
There are two important observations that have been made in this field. First, the extraordinary time spent on patient and family conferences is poorly reimbursed. This is the exact reason palliative medicine services have struggled over the past 20 years. Second, palliative medicine services are cost saving rather than revenue generating, a concept difficult for many hospital administrators to grasp. It is difficult to exactly estimate cost savings of an outpatient palliative medicine program, but, as reported in 2008, 4 an inpatient consultation service saves US$1.3 million per year for an average 400-bed hospital. The bulk of these savings is related to pharmacy and lab/radiology studies. Finally, with the Supreme Court upholding the Affordable Care Act (ACA), the rapid creation of more than 250 Accountable Care Organizations (ACOs) provides an excellent entrée for palliative medicine in chronic disease management. The oft stated goals of the ACOs, namely, to control health care costs, to drive quality of health care, and to improve population health, including care management for patients with chronic diseases, 5 fit hand in hand with palliative medicine.
